The thoracic duct was cannulated in six patients who were actively bleeding from varices and had not responded to conservative treatment but draining lymph from the thoracic duct did not control bleeding in five patients. There was no drop in intrasplenic pulp pressure following this procedure when recorded in three of these patients. Bleeding stopped in one patient after lymph had been drained for nine and a half hours, and there was only a modest change in intrasplenic pressure. The therapeutic use of this technique to control oesophageal varices could not be substantiated.
The emergency treatment of active bleeding from oesophageal varices is often unsatisfactory. Oesophageal tamponade with a Sengstaken tube, vasopressin, and gastric cooling have been used with some success (Sherlock, 1968) . Emergency surgery carries a high mortality rate (Sherlock, 1968) . A new approach to meet this difficult problem was suggested by the finding that draining lymph from the thoracic duct in patients with cirrhosis of the liver lowers portal pressure (Dumont and Mulholland, 1961) . On the basis of their findings, this procedure has been used as an emergency treatment for bleeding varices by Dumont and Mulholland (1961) , Bowers, McKinnon, Marino, and Culverwell (1964) , and Cueto and Currie (1967) . These reports have emphasized the immediate cessation of bleeding due to oesophageal varices following this procedure. Impressed with these reports and the simplicity of the procedure, we have assessed its efficacy in controlling the bleeding from oesophageal varices in six patients when other routine measures had failed.
Materials and Methods

PATIENTS
Six patients with bleeding oesophageal varices associated with portal hypertension were studied (Table   Received for publication 29 September 1970. I). All patients continued to bleed despite blood transfusions, gastric lavage with ice-cold water, and Sengstaken oesophageal compression for four to 24 hours. None of the patients was considered fit for emergency surgery.
At necropsy four patients showed macronodular cirrhosis and two noncirrhotic portal fibrosis (Indian Council of Medical Research, 1969) . None had peptic ulcer.
ROUTINE
The Sengstaken tube was deflated after it had failed to control bleeding. Blood transfusion was continued in these patients, and the thoracic duct was cannulated and lymph drained using the method of Dumont and Mulholland (1961) . The stomach was aspirated every 30 minutes through an indwelling Ryle's tube. Control of haemorrhage was verified by the disappearance of blood in the gastric aspirate together with serial blood pressure and pulse recordings.
The intrasplenic pressure and thoracic duct end pressure were measured with a saline manometer with a zero point at 5 cm below the sternal angle, the patient lying in the supine position.
Liver fuAction tests were carried out by standard methods (King and Wooton, 1959) . All these patients were given bowel washes and oral neomycin, and vitamin K and water-soluble vitamins were injected.
Management of bleeding oesophageal varices by draining lymph from the thoracic duct
Results
The clinical and biochemical features of the patients under study are shown in Table I and other findings are summarized in Table II. The thoracic duct was distended in all the six patients. Lymph was drained for one to 27 hours (Table II) ; the total amount of lymph drained ranged from 240 to 6,500 ml. Lymph was haemorrhagic in all patients. The total lymph protein content varied from 1-0 to 2.7 g%.
In five patients (nos. of the liver, the disappearance of ascites, and a reduction in portal pressure. In view of these encouraging effects on portal pressure, they cannulated the thoracic duct in two patients who were bleeding from oesophageal varices. The bleeding stopped immediately after the thoracic duct had been cannulated and drained. No effect on intrasplenic pressure was reported in these patients. Similar experiences have been reported by Bowers et al (1964) and by Cueto and Currie (1967) . Kessler, Santoni, Tice, and Zimmon (1969) , on the other hand, reported control of bleeding in only three of the seven patients with cirrhosis of the liver following this procedure, and they were not impressed with the technique.
Our failure to control bleeding in five of six patients emphasizes that this technique cannot be recommended for the immediate control of bleeding varices. In fact two patients had a fresh bout of severe haematemesis during lymph drainage which had been going on for 12 hours in one patient and for 27 hours in the second patient. Also the intrasplenic pressure did not change during this procedure. However, one patient suffering from non-cirrhotic portal fibrosis did respond when bleeding was arrested nine and a half hours after lymph drainage. This was associated with only a modest change in intrasplenic pressure (from 365 to 340 mm saline) but the fall in thoracic duct end pressure (from 400 to 200 mm saline) was significant. In view of the minimal change in intrasplenic pressure following this procedure it is unlikely that draining lymph from the thoracic duct had played any significant part in the arrest of haemorrhage which appears to have occurred spontaneously. It is well known that bleeding in cirrhosis of the liver may not always be due to varices (Sherlock, 1968) . However, none of our patients had a haemorrhagic tendency nor was a peptic ulcer found at necropsy.
It was of interest to observe the distended thoracic duct with haemorrhagic lymph not only in patients with cirrhosis of the liver but also in patients with non-cirrhotic portal fibrosis. 
